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B 123 | 482.61(c)(1)(iv) TREATMENT PLAN B 123 11/21/02
The written plan must include the responsibilities
of each member of the treatment team.
This STANDARD is not met as evidenced by:
B 148 | 482.62(d)(1) NURSING SERVICES B 148 3/31/03
The director must demonstrate competence to
participate in interdisciplinary formulation of
individual treatment plans; to give skilled nursing
care and therapy; and to direct, monitor, and
evaluate the nursing care furnished.
This STANDARD is not met as evidenced by:
B 150 | 482.62(d)(2) NURSING SERVICES B 150 3/5/03
There must be adequate numbers of registered
nurses, licensed practical nurses, and mental
health workers to provide the nursing care
necessary under each patient's active treatment
program.
This STANDARD is not met as evidenced by:
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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